The factors affecting treatment-seeking behaviors of dysphonic teachers by Hung, Mei-ling, Apple
Title The factors affecting treatment-seeking behaviors of dysphonicteachers
Other
Contributor(s) University of Hong Kong.
Author(s) Hung, Mei-ling, Apple
Citation
Issued Date 2007
URL http://hdl.handle.net/10722/55501
Rights Creative Commons: Attribution 3.0 Hong Kong License
 0 
 
The factors affecting treatment-seeking behaviors of dysphonic teachers 
 
 
 
 
 
 
Hung Mei Ling, Apple 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A dissertation submitted in partial fulfillment of the requirements for the Bachelor of Science 
(Speech and Hearing Sciences), The University of Hong Kong, June 30, 2007 
 1 
 
The factors affecting treatment-seeking behaviors of dysphonic teachers 
 
Hung Mei Ling, Apple 
 
Abstract 
 
This study investigated the underlying factors affecting voice therapy seeking 
behaviors in Hong Kong school teachers with voice problems. The Theory of Planned 
Behavior (TPB), a widely used social psychology model for assessing factors influencing an 
individual‟s intention and behavior, was adopted in the present study. A questionnaire based 
on the TPB was developed to investigate the factors affecting treatment-seeking behaviors in 
teachers. The factors investigated included dysphonic teachers‟ perception of attitudes, social 
influence and control over seeking for regular voice therapy. One hundred and forty nine 
teachers who reported voice problems but were non-treatment seeking participated in the 
study. The results suggested that perceived social influence and control over seeking for 
regular voice therapy were significant predictors of intention to seek help from speech 
pathologists. Implication for therapeutic directions and further research were discussed.  
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INTRODUCTION 
Individuals whose professions require high vocal demand would be at greater risk of 
developing voice disorders than the general working population (Gotaas & Starr, 1993). 
Among different professions, teachers are found to be the most significant high-risk group for 
voice problems (Fritzell, 1996; Mattiske, Oates, & Greenwood, 1998; Roy, Merill, Thibeault, 
Gray, & Smith, 2004; Roy, Merill, Thibeault, Parsa et al., 2004; Sapir, Keidar, & Van Velzen, 
1993; Smith, Lemke, Taylor, Kirchner, & Hoffman, 1998). Smith and her colleagues (1998) 
surveyed 554 teachers and 220 non-teachers in an investigation of voice problems among 
teachers and other occupations. Their results revealed that 32% of the teachers versus only 
1% of the non-teachers reported having voice problems. The teachers, compared with the 
non-teachers, were more likely to have a tired, weak, or effortful voice and higher frequency 
of physical discomfort with speaking. In another similar study, Roy and his colleagues (2004) 
investigated voice prevalence in 1243 teachers and 1288 non-teachers from general working 
population. The results revealed that 57.7% of the teachers versus 28.8% of the non-teachers 
reported presence of voice disorders. Teachers, compared with non-teachers, were found 
more likely to report voice problems across the age continuum from age 20 to age 60 or more. 
Although benign voice problems are not life threatening, voice problems are found to 
deprive the normal functioning of individuals in various areas including occupation, social 
life, psychological state, physical state and communication (Ma & Yiu, 2001; Russell, Oates, 
& Greenwood, 1998; Smith, Gray, Dove, Kirchner, & Heras, 1997; Smith et al., 1996). Voice 
problems can lead to various negative consequences, such as missing work, hindering job 
performance, limiting the participations in social activities and affecting emotions (Ma & Yiu, 
2001; Smith et al., 1998; Smith et al., 1996). The quality of life of dysphonic teachers is 
negatively affected. 
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 Interestingly, despite the high prevalence of voice problems among the teaching 
population, it is uncommon for dysphonic teachers to seek for professional treatment. Sapir 
and his colleagues (1993) surveyed vocal attrition in 237 dysphonic teachers. Their results 
revealed that only 20% of the dysphonic teachers had sought professional help such as 
medical intervention for their vocal difficulties, with only 1% of the treatment-seeking 
dysphonic teachers had consulted speech pathologists. Another study interviewed 189 
dysphonic teachers and 120 dysphonic non-teachers. Surprisingly, none of either groups 
mentioned they would seek help for their voice problems from speech-language pathologists 
(Morton & Watson, 1998). A recent study by Roy and his colleagues (2004) surveyed 178 
dysphonic teachers and found that only 14.3% of them had consulted physician or speech-
language pathologist about their voice disorders.  
Little research by far has been done to investigate specifically the factors affecting 
treatment-seeking behaviors of dysphonic teachers. Some authors suggested that the 
underlying factors for the low percentage of treatment seeking might be related to dysphonic 
teachers‟ attitudes towards voice problems and treatment seeking. More female dysphonic 
teachers, compared with the male counterparts, perceived their voice symptoms as having 
negative impacts on quality of life. Female dysphonic teachers were more willing to report 
adverse emotional reactions due to voice problems and seek for professional advice than the 
male dysphonic teachers (Smith et al., 1996). It has also been suggested that the underlying 
factors might be related to dysphonic teachers‟ low intention towards treatment seeking 
behaviors. Dysphonic teachers may view their voice symptoms as an occupational hazard and 
vocal quality that would improve in school holidays (Russell et al., 1998). Therefore, they do 
not consider seeking for regular voice therapy as an appropriate and necessary remediation.  
According to social behavioral models, behavior is best predicted by intention (Ajzen 
& Fishbein, 1980).  Treatment-seeking behaviors among dysphonic teachers can be 
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investigated by examining behavioral intention of dysphonic teachers towards seeking for 
voice treatment. Identifying the factors affecting intention is important as this gives directions 
for future vocal health practice. Better understanding of intention would provide clinical 
insights in promoting treatment-seeking behaviors. With appropriate emphasis and 
improvement made, health-care workers such as speech pathologists can approach those who 
need voice treatment more successfully.  
 
Treatment-seeking behavior and intention 
According to social psychology, behavioral intention and behaviors are strongly 
related to each other (Ajzen & Fishbein, 1977; Bandura, 1977). There are some underlying 
factors that influence behavioral intention and in turn cause behavior indirectly. The theory of 
planned behavior (TPB) is a comprehensive conceptual framework that predicts and explains 
human behaviors (Ajzen, 1985; Ajzen & Fishbein, 1975). TPB was developed to predict 
behaviors that are not solely under volitional control (Ajzen, 1985).  
 TPB has been frequently implemented to study factors that promote treatment-seeking 
behavior (Ajzen, 1988, 1991; Ajzen & Fishbein, 1980). A number of researchers have used 
TPB to predict and explain individuals‟ behavioral intentions and behaviors. The application 
of TPB has demonstrated superior power to predict a wide range of health behaviors 
(Armitage & Christian, 2004; Armitage & Conner, 2001). The TPB model was adopted as the 
conceptual framework for the present study to investigate the intention to seek for regular 
voice therapy. Figure 1 is the diagrammatic representation of the TPB. 
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Figure 1: the model of Theory of Planned Behavior (Ajzen, 2006a) 
According to the TPB, intention is assumed to be the immediate antecedent of 
behavior (Ajzen, 2006a). It represents a person‟s motivation in his or her conscious plan, 
decision or self-instruction to exert effort to perform target behavior (Conner & Sparks, 2005). 
In the present study, intention is defined as the willingness of dysphonic teachers to seek for 
regular voice therapy. It predicts treatment-seeking behavior. This concept is determined by 
three conceptually independent variables, namely attitude, subjective norm, perceived 
behavioral control, and the evaluation of these three independent variables, namely 
behavioral beliefs, normative beliefs and control beliefs.  
Attitude is the overall positive and negative personal evaluations of performing the 
behavior by the individual. In the present study, attitude is defined as how dysphonic teachers 
evaluate seeking for regular voice therapy. Attitude depends on the dysphonic teachers‟ 
beliefs towards treatment seeking. These beliefs are called behavioral beliefs. The second 
variable, subjective norm, is the social pressure on the individual to perform or not to perform 
a particular behavior. It depends on the perceived influence from the important others of the 
individual. It is defined here as the perceived social pressure from the significant others of 
dysphonic teachers about treatment-seeking behavior. The perceived social influence is taken 
as normative beliefs. The third variable, perceived behavioral control, is the perception of the 
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ease or difficulty of performing the behavior. This variable is conceptualized to capture the 
perceived behavioral skills/abilities, resources, and opportunities of an individual. It is also 
assumed to have a direct effect on behavior. Perceived behavioral control depends on 
dysphonic teachers‟ cognition of the availability or the barrier of seeking for regular voice 
treatment. This concept is taken as control beliefs. According to Ajzen (2006), humans are 
expected to change their intention when opportunities to perform the behavior arise. The 
opportunities contribute to the factor, actual behavioral control, which exerts certain direct 
effect on both perceived behavioral control and the behavior. To sum up, the three 
independent variables are the direct factors affecting intention; and the corresponding 
underlying beliefs are the indirect factors affecting intention (Conner & Sparks, 2005).  
The present study was set out to, firstly, investigate the relationships among intention, 
direct variables, namely attitudes towards treatment seeking, subjective norms, and perceived 
behavioral control related to intention to seek for regular voice treatment, as well as the 
indirect variables, namely behavioral beliefs, normative beliefs and control beliefs. It also 
aimed to investigate which factor(s) would predict intention for voice treatment seeking 
among dysphonic primary and secondary school teachers. It was hypothesized that the more 
positive the dysphonic teachers rate the aforementioned direct variables, namely attitudes, 
subjective norms, perceived behavioral controls, as well as the corresponding indirect 
variables, the higher the intention would be.  
 
 
METHOD 
The present study comprised of two pilot studies and a main study. Treatment-seeking 
behavior was defined as “seeking for regular voice treatment rendered by speech pathologists 
on a regular basis, with frequency of receiving treatment defined as a minimum of one session 
per two seeks”. Presence of dysphonia was defined on the basis of the responses elicited from 
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the participants regarding their voice conditions. It was defined as “anytime that the voice 
does not work, perform, or sound normally to an extent that leads to problems in 
communication” (Roy et al., 2004, p.283).  
Pilot study 1 was carried out in a two-stage process guided by the TPB (Ajzen & 
Fishbein, 1980). The first stage of pilot study was development of items for three direct 
variables, namely attitudes, subjective norm and perceived behavioral control, as well as the 
dependent variable, intention. These items were constructed based on Ajzen and Fishbein‟s 
(1980) and Ajzen‟s (1988) recommendation. Pilot study 2 was elicitation study. It was the 
development for items of indirect variables, namely behavioral beliefs, normative beliefs and 
control beliefs. This two-stage process came up with the experimental questionnaire 
containing 26 items.  
 
Pilot Study 1 – Development of TPB Questionnaire 
First stage: items for intention and direct variables 
 The items for behavioral intention, attitude, subjective norms, and perceived 
behavioral control were constructed based on Ajzen and Fishbein‟s (1980) and Ajzen‟s (1988) 
recommendation (sample questionnaire in Appendix A). Each construct was measured by a 7-
point Likert-type scale with 1 represented „strongly disagree‟ and 7 represented „strongly 
agree‟ (Ajzen & Fishbein, 1980).  
 
Behavioral Intention 
 The first three items were used to identify dysphonic teachers‟ intention. The average 
rating of these items would be taken as the dependent variable. 
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Attitude 
 Six items suggested by Ajzen and Fishbein (1980) were used to identify dysphonic 
teachers‟ attitude towards seeking for regular voice treatment. According to Conner and 
Sparks (2005), attitude should be evaluated in terms of instrumental aspects and affective 
aspects. Three items were used to evaluate the instrumental aspects, or the general attitude 
towards seeking for regular voice treatment. These items measured if dysphonic teachers 
would consider seeking for regular voice treatment as valuable (item 12), important (item 13), 
and beneficial (item 14). Another three items were used to evaluate the affective aspects, or 
how they felt seeking for regular voice treatment would be. These items measured if 
dysphonic teachers would consider seeking for regular voice treatment as enjoyable (item 15), 
satisfactory (item 16), and pleasant (item 17). The average rating of these items would be 
taken as the overall scores for attitude. 
 
Subjective Norm 
 Four items suggested by Ajzen and Fishbein (1980) were used to measure the 
subjective norm, or the perceived social influence by dysphonic teachers. According to 
Conner and Sparks (2005), subjective norm should be measured with respect to injunctive 
component and descriptive component. One item was used to evaluate the injunctive 
component. They reflected if the important others supported the dysphonic teachers to seek 
for regular voice treatment (item 21). Three items were used to evaluate the descriptive 
components. They reflected if the important others who had voice problems would seek for 
regular voice treatment (item 18, 19, and 20). The average rating of these items would be 
taken as the overall scores for subjective norm. 
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Perceived Behavioral Control 
 One item suggested by Ajzen and Fishbein (1980) was used to measure perceived 
behavioral control. Item 23 reflected how much control the dysphonic teachers perceived to 
have over seeking for regular voice treatment. 
 
Questionnaire Translation 
 A 14-item English version of questionnaire was constructed based on the 
recommendation of Ajzen and Fishbein (1980). It was first translated into Chinese by a 
bilingual final year speech-language pathology student. Back translation was carried out by 
another bilingual final year student majoring in translation in Chinese University of Hong 
Kong. Comparisons on the meanings and wordings of the two English versions were made. 
Results reflected identical items with the exception of minor differences. For example, the 
original version of item 21 used the word „approve‟ while the translated version used the 
word „allow‟.  
 
Second stage: items for indirect variables 
Twenty-eight primary and secondary school dysphonic teachers (mean age = 39.27 
years, SD = 6.68, range = 25 to 50 years) participated in the elicitation study. Among this 
group, ten teachers had sought for regular voice treatment rendered by speech pathologists. 
Each participant was interviewed independently. According to Ajzen and Fishbien (1980), 
five open-ended questions were used to generate participants‟ behavioral beliefs, normative 
beliefs and control beliefs.  
Two questions were used to elicit behavioral beliefs. They were „what are the 
advantages of seeking for regular voice treatment?‟ and „what are the disadvantages of 
seeking for regular voice treatment?‟. According to the TPB, each behavioral belief elicited 
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was further divided by two sub-questions. The sub-questions were used to evaluate the belief 
strength and outcome evaluation. For example, investigating whether dysphonic teachers 
believed that regular voice treatment would improve their voice problems (item 4a) provided 
a measure on belief strength. Evaluating how important the dysphonic teachers viewed 
improving voice problems was (item 4b) offered a measure on the outcome evaluation, or the 
overall strength of attitude toward the belief was measured.  
Two questions were used to elicit normative beliefs. They were „are there any 
important people who encourage you to seek for regular voice treatment?‟ and „are there any 
important people who discourage you to seek for regular voice treatment?‟. Each normative 
belief elicited was further divided into two sub-questions. The sub-questions were used to 
evaluate the actual normative beliefs and motivation to comply. Evaluating if the important 
others would want the dysphonic teacher to seek for regular voice treatment (item 22a) 
provided a measure on actual normative belief. Evaluating if the thoughts of important others 
were important to dysphonic teachers offered a measure on motivation to comply (item 22b).  
Control beliefs were elicited by the question: „is there any barrier or factor affecting 
you to seek for regular voice treatment?‟. The items elicited were classified. 
Similar responses or meanings of the responses were classified together. According to 
Ajzen and Fishbein (1980), 75% of the most frequently elicited responses should be included; 
responses with frequency less than three should be excluded in the questionnaire. The 
responses elicited were tabulated in table 1a, table 1b and table 1c. For behavioral beliefs, 
item 4 to item 11 in the questionnaire represented how dysphonic teachers evaluate seeking 
for regular voice therapy (see table 1a). For normative beliefs, item 22 in the questionnaire 
represented the perceived influence from the family, relatives and friends of dysphonic 
teachers on seeking for regular voice treatment (see table 1b). For control beliefs, item 24 to 
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item 26 in the questionnaire represented the dysphonic teachers‟ perception of the availability 
or the barrier of seeking for voice treatment (see table 1c). 
 
Table 1a: Elicitation of behavioral beliefs (n=28) 
Important beliefs about seeking for regular voice treatment  Frequency 
1. Become a better teacher  
2. Increase my working ability and efficiency  
3. Enhance my self-confidence  
4. Improve my voice problems 
5. Improve my social life 
6. Improve my image as a teacher 
7. Become more happy in teaching 
8. Enhance the chance of my promotion 
9. Become more willing to talk 
10. Become more involved in students‟ activities 
11. Behavioral beliefs with frequency responses below 3 
Total:  
9 
8 
7 
7 
5 
4 
4 
4 
3 
3 
23 
77 
 
 
Table 1b: Elicitation of normative beliefs (n=28) 
Important others regarding seeking for regular voice treatment  Frequency 
1. Colleagues  
2. Relatives, father or mother 
3. Partner (including wife and husband) 
4. Friends (including girlfriend and boyfriend) 
5. Boss 
6. Important others with frequency responses below 3 
Total:  
13 
7 
9 
4 
3 
4 
40 
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Table 1c: Elicitation of control beliefs (n=28) 
Barrier or factors affecting decision on seeking for regular voice treatment  Frequency 
1. Resources (in terms of money and time constrains)  
2. Ability (in terms of physical constrain) 
3. Information about regular voice treatment 
4. Opportunity to consult speech therapists 
5. Stress levels 
6. Factors with frequency responses below 3 
Total:  
25 
8 
5 
5 
3 
23 
69 
 
 
 
Pilot study 2 - Face and content validity of the TPB questionnaire 
In order to establish face and content validity, the 26-item questionnaire was piloted 
with three focus groups. The three groups consisted of i) four speech pathologists (mean age 
= 28.25 years, SD = 0.96, range = 27 to 29 years) who had worked in public hospitals or 
private clinics in Hong Kong with at least three years of experience in assessing and treating 
dysphonic patients on daily-basis, ii) ten final-year speech-language pathology students 
(mean age = 23.60 years, SD = 1.27, range = 23 to 27 years), and iii) ten dysphonic teachers 
(mean age = 38.30 years, SD = 6.53, range = 25 to 48 years) were recruited from a primary 
school and a secondary school. They were invited to comment on the wordings and adequacy 
of the experimental version of questionnaire. They were also asked to record the time required 
to complete the questionnaires.  Modifications of the items were made based on justification 
of the suggestions. For example, the phrase „would not disapprove‟ was used to replace the 
original wording of „allow‟ for item 21. The mean time of questionnaire completion was 
approximately 10 minutes. The finalized questionnaire with 26-item was constructed for main 
study. 
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Main study 
Participants 
During main study, information concerning the purposes and procedures of the 
present study was sent to 30 randomly selected primary and secondary schools in Hong Kong. 
Sixteen schools agreed to participant in the study, with a participation rate of 53.3%. School 
principals who agreed to take part in this study then made announcements to the teachers in 
their respective schools about the survey, and encouraged the teachers to participate. Each 
participating teacher was informed by a cover letter attached to the questionnaire that the 
survey was about intention towards seeking for regular voice therapy. A total of 720 
questionnaires were distributed during February and March 2007. Five hundred and thirty six 
questionnaires were collected, with a response rate of 74.4%. Those questionnaires with 
missing data for item 1 and item 3 on cover page were excluded from further data analysis. 
This decision was made based on the fact that responses of item 1 “Currently, do you think 
you have a voice problem?” - “Yes” versus “No” - and item 3 “Have you sought for speech 
therapy rendered by speech therapists for your current voice problems?” - “Yes” versus “No” 
- formed the key inclusion criteria for data analysis. A total of 32 questionnaires were 
excluded, resulting in 504 questionnaires. Based on the inclusion criteria, the data from 
participants who rated themselves as having voice problems currently (i.e., “Yes” for item 1) 
and had not sought for any voice therapy offered by speech therapists (i.e., “No” for item 3) 
would be used for data analysis. Among the 504 questionnaires collected, information from 
149 teachers (29.6% of the participants) was taken for data analysis. 
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Procedures 
Validity of the TPB questionnaire 
In addition to the devised TPB questionnaire in this study, each subject was also asked 
to complete the Voice Activity and Participation Profile (VAPP) (Ma & Yiu, 2001) 
(Appendix B) to reveal the impacts of voice disorders on quality of life. The VAPP is a 28-
item self-assessing questionnaire that is valid in evaluating the impacts of voice disorders on 
job, daily communication, social communication and emotion aspects (Ma & Yiu, 2001). The 
information was used as the reference for comparison between groups of dysphonic and non-
dysphonic teachers. 
 
Reliability of the TPB questionnaire 
The TPB questionnaire was administered to 38 randomly selected subjects (25% of all 
the 149 dysphonic and non-treatment seeking subjects) on a second occasion two weeks after 
the first completion of the questionnaires. All of the 38 subjects self-reported they were 
having voice problems and did not seek for regular voice therapy during the second 
completion of the questionnaires. 
 
Data Analysis and Power 
 Statistical analyses were performed using the Statistical Package for Social Sciences 
(SPSS) version 14.0. Simple descriptive statistics were calculated for the demographic data. 
Independent t-tests were used to evaluate whether there were significant differences between 
teachers with voice problems and those without voice problems with respect to VAPP scores. 
Pearson‟s r product moment correlations were computed between three pairs of direct and 
indirect variables. Pearson‟s r was also used to measure the correlations between intention 
and the six variables. Stepwise regression coefficients were used to examine the 
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relationships among the variables of the theoretical model. A p-value of 0.05 was considered 
significant for all two-tailed statistical tests conducted.  
 
RESULTS 
Demographic information of the respondents 
 Among the 536 secondary and primary schools teachers who participated in the 
study, a total of 504 (94.0%) provided complete data. Of the 504 teachers, 152 of them 
(30.2%) reported to have dysphonia at the time of completing the questionnaire, with 74 
acute cases (48.7%) and 78 chronic cases (51.3%); 149 teachers (29.6%) reported to be non-
treatment seeking. Results for the present study relevant to the TPB variables were based 
only on the 149 teachers who were dysphonic and non-treatment seeking. 
Among the 149 participating dysphonic non-treatment seeking teachers, 53.0% 
(N=70) were males and 57.0% (N= 79) were females. The modal age range was 21-30 years. 
Among the 149 teachers who reported the types of schools taught, 13.4% (N=20) were 
primary school teachers and 86.6% (N=129) were secondary school teachers. Among the 
129 secondary school teachers who reported the banding of their school, 48.3% (N=72) were 
from Band One schools, 13.4% (N=20) were from Band Two schools, and the remaining 
24.8% (N=57) were from Band Three schools. All of the participating teachers (100%, 
N=149) were full-time teachers. The modal income range was less than HKD 20k per month. 
Among the 149 participating teachers who reported marital status, 67.1% (N=100) were 
single and 32.9% (N=49) were married. Among the 49 married teachers, 20.4% (N=10) did 
not have any children, 59.2% (N=29) had one child, 18.4% (N=9) had one child, and the 
remaining two percents (N=1) had three children.  
 
 16 
Comparison between dysphonic and non-dysphonic teachers 
Scores of VAPP 
Table 2 lists the means and standard deviations of the Voice Activity and Participation 
Profile (VAPP) scores for 152 dysphonic teachers and 352 non-dysphonic teachers. 
Dysphonic teachers had significantly higher mean Total VAPP Score, mean Section Scores 
(including self perceived severity of voice problem, job, daily communication, social 
communication, and emotion domains) as compared to non-dysphonic teachers (all p < 
0.0001). Moreover, teachers with voice problems reported significantly higher mean Activity 
Limitation Scores (ALS) and Participation Restriction Scores (PRS) in all the four sections 
than teachers without voice problems (all p < 0.0001). 
Table 2. Means and standard deviations of the VAPP scores in all 504 teachers. 
Section and score Teachers with 
voice problems 
(N=152) 
Teachers without 
voice problems 
(N=352) 
Difference between the 
two groups 
  Mean (SD)   Mean (SD) t df p-level 
Self Perceived Voice Problem       
Section Score 5.59 (1.83) 2.13 (1.91) 18.94 502 0.0001** 
Job        
Section score 16.91 (6.35) 6.09 (5.97) 18.30 502 0.0001** 
ALS 11.12 (4.28) 4.40 (4.09) 16.68 502 0.0001** 
PRS 5.79 (3.50) 1.69 (2.53) 14.78 502 0.0001** 
Daily communication       
Section score 54.69 (30.03) 16.97 (18.19) 17.34 502 0.0001** 
ALS 26.32 (13.84) 9.61 (10.59) 14.76 502 0.0001** 
PRS 28.38 (16.90) 9.61 (10.59) 18.75 502 0.0001** 
Social communication       
Section score 15.98 (12.23) 3.37 (5.23) 16.23 502 0.0001** 
ALS 7.97 (6.14) 1.70 (2.42) 16.44 502 0.0001** 
PRS 8.01 (6.21) 1.67 (2.86) 15.59 502 0.0001** 
    (to be continued on next page) 
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Table 2 (con’t). Means and standard deviations of the Voice Activity and Participation Profile 
scores among all 504 teachers. 
Section and score Teachers with 
voice problems 
(N=152) 
Teachers without 
voice problems 
(N=352) 
Difference between the 
two groups 
   Mean (SD)   Mean (SD) t df p-level 
Emotion        
Section score 32.48 (18.75) 7.47 (10.42) 19.13 502 0.0001** 
Total score        
Total ALS 45.40 (22.49) 15.47 (15.20) 17.27 502 0.0001** 
Total PRS 42.18 (24.39) 10.72 (12.61) 19.029 502 0.0001** 
Total VAPP score 125.65 (64.23) 36.03 (37.58) 19.56 502 0.0001** 
Note: ** p = 0.0001 (2-tailed)  
ALS = Activity Limitation Score; PRS = Participation Restriction Score 
 
 
Validity and reliability of the TPB questionnaire  
Internal consistency of the TPB questionnaire 
 The internal consistency of the devised questionnaire was evaluated using Cronbach‟s 
coefficient α (McDowell & Newell, 1996). Cronbach‟s coefficient α reflects if the items in 
the questionnaire are homogenous. This indicated if the items were evaluating the same 
underlying construct, that is, intention to seek for regular voice therapy in the present study. 
The higher Cronbach‟s coefficient α is, the more homogeneous of the items in the 
questionnaire are, and the more reliable the questionnaire will be (Bryman & Cramer, 1994). 
A Cronbach‟s coefficient α of at least 0.8 is regarded as necessary for an adequate internal 
consistency (Bryman & Cramer, 1994). In the present study, the Cronbach‟s coefficient α of 
the results from the 149 dysphonic non-treatment seeking teachers was 0.86.  
In order to investigate how each individual item affected the questionnaire, the α 
values of the questionnaire after a particular item was deleted were investigated. The 
corresponding corrected item-total correlations were also examined. Results were tabulated in 
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table 3. Corrected item-total correlation indicates the relationship between the score of each 
item and the total scores of the remaining items (Pallant, 2005). Item 6 and item 7 had the 
highest correlation (α = 0.76), indicating the greatest homogenous relationship with the 
remaining items; whereas item 8 had the lowest correlation (α = 0.12) with the other items. 
Eliminating item 8 would result in a slightly higher overall Cronbach‟s coefficient α (0.87). 
However, since the overall Cronbach‟s coefficient α was high (0.86), indicating the items 
were reliable, elimination of item 8 was not recommended (Pallant, 2005). 
 
 
Table 3. Item-total correlation and coefficient α for the TPB questionnaire when a particular 
item is deleted 
Item Measure 
Corrected Item-Total 
Correlation 
Cronbach's Alpha if Item 
Deleted 
1 Intention .30 .86 
2  Intention .29 .86 
3  Intention .31 .86 
4  Behavioral Belief  .58 .86 
5  Behavioral Belief  .67 .85 
6  Behavioral Belief  .76 .84 
7  Behavioral Belief  .76 .84 
8  Behavioral Belief  .12 .87 
9  Behavioral Belief  .46 .86 
10  Behavioral Belief  .59 .85 
11  Behavioral Belief  .60 .85 
12  Attitude .70 .86 
13  Attitude .67 .86 
14 Attitude .47 .86 
15 Attitude .30 .86 
16 Attitude .45 .86 
17 Attitude .57 .86 
  (to be continued on next page) 
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Table 3 (con’t). Item-total correlation and coefficient α for the TPB questionnaire when a 
particular item is deleted 
18 Subjective Norm .67 .86 
19 Subjective Norm .47 .86 
20 Subjective Norm .45 .86 
21 Subjective Norm .29 .86 
22 Normative Belief .52 .85 
23 Perceived Behavioral Control .27 .86 
24 Control Belief .32 .86 
25 Control Belief .30 .86 
26 Control Belief .30 .86 
 
 
 
Test-retest reliability of the TPB questionnaire 
 The test-retest correlation coefficient (Pearson‟s r) of the TPB questionnaire was 0.90 
(p = 0.001). Between test-test period, the 38 subjects (25% of the 149 participants) self-
reported to be remained dysphonic and non-treatment seeking. The results reflected high test-
retest reliability between two occasions of completing the questionnaires. 
 
Constructs of the TPB 
Means and standard deviations of intention, direct and indirect variables 
 Table 4 lists the means and standard deviations of intention, direct variables and 
indirect variables. Positive score indicated evaluation of the factor that was in favor of 
seeking for voice treatment, and vice versa (Francis et al., 2004). The results reflected that the 
dysphonic teachers had positive evaluation of all variables, with the exception of normative 
beliefs. The negative score of normative beliefs suggested that the participants experienced 
social pressure against seeking for regular voice therapy. 
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Table 4. Means and standard deviations of intention, direct and indirect variables 
 Mean Standard deviation 
Dependent variable   
Intention 3.50 1.42 
Direct variables   
Attitude 3.85 1.23 
Subjective norm 4.10 1.25 
Perceived behavioral control 5.19 1.77 
Indirect variables   
Behavioral beliefs 4.95 4.45 
Normative beliefs -0.81 5.51 
Control beliefs 0.56 1.28 
 
Correlations between pairs of indirect and direct variables 
 The results showed that all three direct variables were positively correlated with the 
corresponding indirect variables with statistical significant values (all p < 0.01). The 
correlations between attitude and behavioral beliefs (r = 0.37) as well as the correlation 
between subjective norm and normative beliefs (r = 0.33) were of medium strength. The 
correlation between perceived behavioral control and control beliefs (r = 0.78) was of strong 
strength. These results suggested that the indirect variables measured the underlying 
constructs of the corresponding direct variables.   
 
 
Correlations between intention and the six variables 
 Table 5 lists correlations between intention and three direct variables, as well as the 
correlations between intention and three indirect variables. For direct variables, the Pearson‟s 
correlation r between intention and attitude (r = 0.25) as well as the Pearson‟s correlation r 
between intention and subjective norm (r = 0.22) were considered as statistically significant 
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(p < 0.01) and of small strength. The Pearson‟s correlation r between intention and perceived 
behavioral control was 0.12 (p > 0.01). This suggested that there was no statistically 
significant correlation between intention and perceived behavioral control. The results 
reflected that only two direct variables (attitude and subjective norm) were positively 
associated with the dependent variable, intention, with statistically significant values. For 
indirect variables, all the Pearson‟s correlations r between intention and three indirect factors 
were statistically significant (p < 0.05) and of small strength. This suggested that all three 
indirect factors were positively associated with intention with statistically significant values. 
 
 
Table 5. Correlations between intention and six variables 
   
(Dependent Variable) 
Intention 
Direct Variables   
Attitude  0.25 (**) 
Subjective Norm  0.22 (**) 
Perceived Behavioral Control  0.12 
Indirect Variables   
Behavioral Beliefs  0.20 (*) 
Normative Beliefs  0.26 (**) 
Control Beliefs  0.29 (**) 
** Correlation is significant at the 0.01 level (2-tailed). 
*  Correlation is significant at the 0.05 level (2-tailed). 
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Prediction of intention 
 Stepwise multiple regression was performed using intention to seek for regular voice 
therapy as the dependent variable; attitude, subjective norm, perceived behavioral control, 
behavioral beliefs, normative beliefs, and control beliefs as the independent variables. The 
model suggested that normative beliefs and control beliefs, among the six variables, were the 
statistical significant predictors of intention (p < 0.01) (table 6a). The beta weight of control 
beliefs (0.26) was slightly greater than the one of normative beliefs (0.22). This suggested that 
the predictive power of control beliefs was slightly greater than the one of normative beliefs. 
The two predictors explained 13% of the variance in intention (table 6b).  
 
  
Table 6a. Beta values of predictors 
Predictor(s) Standardized Coefficients   
  Beta t Sig. 
(Constant)   27.91 0.001 
Control Beliefs 0.26 3.27 0.001 
Normative Beliefs 0.22 2.78 0.001 
 
 
Table 6b. Variance explained by the predictors 
Predictor(s) R R Square Adjusted R Square 
Standard Error of the 
Estimate 
Control Beliefs 
Normative Beliefs 
0.36 0.13 0.12 1.33 
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DISCUSSION 
This study aimed to investigate factors predicting intention to seek for regular voice 
therapy among dysphonic teachers in Hong Kong. The results of this study suggested that 
control beliefs and normative beliefs among the three direct variables and three indirect 
variables could predict intention to seek for regular voice therapy. The variance explained in 
intention by both control beliefs and normative beliefs was 13%. 
 
Prevalence of voice problems and treatment seeking 
In the present study, a voice problem was defined explicitly as “anytime that voice 
does not work, perform, or sound normally to an extent that leads to problems in 
communication” (Roy et al., 2004, p.283). Among the 504 teachers who participated in this 
study, 30.2% (N=152) self-reported having voice problem. This group of dysphonic teachers 
also reported significantly more voice symptoms than those non-dysphonic teachers. The 
prevalence rate revealed in this study (30.2%) was comparable to the rate reported in the 
study carried out by Smith and her colleagues (1998). Their results revealed that 32% of the 
554 teachers versus 1% of the 220 non-teachers reported having voice problems. The teachers, 
compared with the non-teachers, were more likely to have a tired, weak, or effortful voice and 
higher frequency of physical discomfort with speaking.  
In the present study, treatment-seeking behavior was defined as “seeking for regular 
voice therapy rendered by speech pathologists on a regular basis, with frequency of receiving 
treatment defined as a minimum of one session per two seeks”. Among the 152 dysphonic 
teachers, only two percents of them (N=3) reported to be treatment seeking. The prevalence of 
treatment seeking was comparable to the study carried out by Sapir and her colleagues (1993), 
of which only one percent of the 237 dysphonic teachers had sought for regular voice therapy. 
Another study carried out by Morton and Watson (1998) also revealed similar findings. Their 
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results found that none of the 189 dysphonic teachers reported that they had sought for or 
would seek for voice therapy by speech-language pathologists.  
 
The impacts of voice disorders on quality of life 
The present findings revealed that dysphonic teachers reported significantly higher 
VAPP section scores than the non-dysphonic teachers. Specifically, dysphonic teachers 
reported significantly higher Activity Limitation Scores and Participation Restriction Scores 
than the non-dysphonic teachers. These results suggested that dysphonic teachers experienced 
significantly greater impacts on their voice-related quality of life than non-dysphonic teachers. 
They also experienced significantly greater limitations and restrictions in carrying out 
different voice activities than non-dysphonic teachers. These findings corroborate with the 
existing literature that voice problems can adversely affect an individual‟s daily life 
functioning in occupation, daily communication, social communication and emotion domains 
(Ma & Yiu, 2001). Voice problems can lead to significant impacts on the individual‟s quality 
of life (Ma & Yiu, 2001; Roy, Merill, Thibeault, Parsa et al., 2004; Smith et al., 1997). 
 
The TPB questionnaire 
 The 26-item questionnaire demonstrated high internal consistency (α = 0.86). This 
indicated all the items were homogeneous in evaluating the same construct, intention. The 
questionnaire also demonstrated high test-retest reliability (r = 0.90). This indicated the 
results were reliable in reflecting the theoretical constructs over time. 
The positive correlations between intention and all three indirect variables (behavioral 
beliefs, normative beliefs and control beliefs), and the ones between intention and two direct 
variables (attitude and subjective norm) were statistically significant (p < 0.01). The 
remaining direct variable, perceived behavioral control, did not correlate with intention. 
According to Ajzen (2006), humans are expected to change their intention when opportunities 
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to perform the behavior arise. The opportunities contribute to the factor, actual behavioral 
control, which exerts certain direct effect on both perceived behavioral control and the 
behavior (see figure 1). The result of no correlation between intention and perceived 
behavioral control might be due to the direct influence of actual behavioral control on 
perceived behavioral control (Ajzen, 2006a). The actual behavioral control was 
undetermined in the present study. Another possible reason might be related to the 
measurement of perceived behavioral control. The single item (item 23), “I have the ultimate 
control over the decision on seeking for regular voice therapy if I wanted to”, might be too 
limited that the participants could not evaluate the perception of the ease of treatment seeking.  
According to Ajzen (1991), measurements of perceived behavioral control should be able to 
capture non-motivational control factors such as perceived ability, resources and opportunity. 
These factors are hypothesized to influence behavior to the extent that is optimally 
representative of the reality (Ajzen, 1991). These factors evaluate intention through humans‟ 
anticipation from previous experience. In the present study, only a limited number of 
participants (N = 3) had sought for voice therapy. Therefore, it would be difficult to anticipate 
how seeking for regular voice therapy would be. Thus, the non-motivational factors could not 
be evaluated. 
The positive correlations between intention and three indirect variables (behavioral 
beliefs, normative beliefs, and control beliefs) were found to be statistically significant (p < 
0.01). This suggested that the indirect variables evaluated the same construct, intention. In 
addition, all three pairs of direct variables and the corresponding indirect variables had 
medium to strong correlations with significant values (p < 0.01). This suggested that the 
indirect variables evaluated the same constructs as the corresponding direct variables did. 
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These results indicated that the items of the present questionnaire constructed could 
represent the theoretical constructs of the TPB. Thus, the direct and indirect variables could 
be used to determine the predictive components regarding the construct of intention.  
 
Prediction of intention 
Results of this study identified control beliefs and normative beliefs among three 
direct variables and three indirect variables as the significant predictors of intention.  These 
two predictors explained 13% of variance in intention to seek for regular voice therapy. 
However, the small variance explained suggested that there were confounding factors and/or 
external factors of TPB that would affect intention to seek for regular voice therapy. The lack 
of predictive validity indicated that for this particular behavior (i.e., seeking for regular voice 
therapy) and population (i.e., dysphonic teachers), the factors in TPB might not be as 
important as some other external factors in the formation of intention (Ajzen, 2006b). 
Based on the results of the present study, whether or not a dysphonic teacher was 
going to seek for regular voice therapy was affected by the control beliefs and normative 
beliefs towards treatment-seeking behavior. The findings suggested that the dysphonic 
teachers who had more positive control beliefs, or perception of availability of resources, 
skills and oppotunities towards seeking for regular voice therapy; as well as more positive 
normative beliefs, or the perceived social inference from important others towards seeking for 
regular voice therapy would have stronger intention to seek for voice therapy.  
The present findings suggested that among the three indirect variables, only 
behavioral beliefs did not demonstrate any predictive power with respect to intention. This 
might be due to the evaluation on seeking for regular voice therapy was not an important 
consideration in the formation of intention. However, voice therapy in Hong Kong is not 
commonly known in the general public.  The data used for analysis did not contain any 
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treatment-seeking participants in the present study. Lack of understanding of the target 
behavior hindered the participants in evaluating seeking for regular voice therapy.  
The present findings suggested that none of the three direct variables, namely attitudes, 
subjective norms and perceived behavioral control, showed predictive power with respect to 
intention. According to the TPB, the underlying beliefs, or the indirect variables would be 
more likely to act as the precursors of intention and formulation of behavior (Ajzen, 1991). In 
the present study, the indirect variables were elicited in a pilot study of which each teacher 
was interviewed independently, while the direct variables were standardized items translated 
according to the recommendations by Ajzen and Fishbein (1980) and Ajzen (1988). The more 
qualitative way in constructing the indirect variables, compared with the direct variables, 
might be more representative to capture the teachers‟ perception on the theoretical constructs. 
 
CLINICAL IMPLICATIONS 
The findings in the present study have certain implications for health-care workers 
such as speech pathologists to design and promote occupation-specific vocal treatment 
program for teachers. The results suggested that control beliefs and normative beliefs were the 
most significant predictors in intention to seek for regular voice therapy. According to the 
TPB, with appropriate focus on the significant beliefs, the target intention and behavior 
would be changed (Ajzen, 1988). In order to enhance the intention to seek for regular voice 
therapy, it is recommended that voice treatment should be optimized with respect to the 
availability of resources, skills and opportunities to dysphonic teachers. These can be 
achieved by rendering voice treatment with reasonable price and flexible time slots that most 
teachers can afford. Moreover, by providing voice treatment at an easily accessible location or 
rendering outreach voice treatment programs, the teachers will find it less physically 
exhausting to seek for regular therapy. Second, in order to enhance the social influence on 
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treatment seeking, it is recommended that the significant others of dysphonic teachers should 
be included in voice treatment. With better understanding of voice therapy, the important 
others of dysphonic teachers may provide more supports and encouragement to the dysphonic 
individuals to further continue voice therapy.   
  
CONCLUSION AND FUTURE DIRECTIONS 
In conclusion, this study demonstrated that TPB could predict dysphonic teachers‟ 
intention to seek for regular voice therapy. Control beliefs and normative beliefs were found 
to be the statistically significant predictors. They successfully explained 13% of the variance 
in intention. The small variance explained suggested that there might be some other factors 
that were important in the formation of intention to seek for regular voice therapy.  
There are a number of limitations contributed to the findings. First, In order to 
evaluate the confounding factor of perceived behavioral control, it would be necessary to 
repeat the study with a comparison group composed of the treatment-seeking dysphonic 
teachers. With the experience in seeking for voice therapy, validation on measurement of non-
motivation control factors can be made. Second, only intention was investigated in the present 
study. In order to validate the hypothesis that behavior is best predicted by intention, it would 
be necessary to repeat the study at two occasions. The first occasion measures the intention to 
seek for regular voice therapy, while a later occasion measures treatment-seeking behavior. 
Finally, the inclusion criterion, the presence of dysphonia, was self-rated by the teachers. 
Further work should be done by including instrumental measurements of the voice quality of 
the teachers. This will provide more objective evaluation of the presence of dysphonia. 
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 Appendix A: Sample Questionnaire (Chinese Version) 
香港大學  言語及聽覺科學部 
尋求聲線治療的因素問卷調查 
 
你的聲線狀況 
 
請在下列適當的空格加上 
 
1.  你覺得你的聲線有沒有問題？ （註：“聲線問題” 是指於任何時間你不能正常地
運作你的聲 線，聲線變得不正常，並且影響你與別人的溝通） 
1. 有             2. 沒有 (請由第三题繼續作答) 
   
2.  你的聲線問題有沒有持續四星期或以上？   
1. 有             2. 沒有   
 
3.  就你現時的聲線問題，你有沒有尋求由言語治療師提供的聲線治療?   
1. 有             2. 沒有 (請由第六题繼續作答)  3. 不適用，我的聲線沒有問題 
 
4.  若你曾經尋求由言語治療師提供的聲線治療，你接受過多少堂治療? 
我接受過_____________________(請填寫)次聲線治療 
 
5.  看過由言語治療師提供的聲線治療後，聲線問題有沒有改善？ 
1. 有             2. 沒有  
 
6. 你現時的聲線有沒有以下症狀？（可選多過一項） 
1. 喉乾  2. 不夠氣  3. 聲線沙啞        4. 聲線柔弱 
5. 失聲   6. 喉部痛楚  7. 發聲失控   8. 喉嚨痕癢 
9. 走音  10. 頻頻清喉嚨 11. 喉嚨肌肉拉緊  12. 不能唱高音 
13. 不能唱低音             14. 喉嚨肌肉疲倦             15. 不能大聲說話 
16. 不能細聲說話   17.其他： ___________________________ 
18. 不適用，我的聲線沒有以上症狀 
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尋求聲線治療的因素問卷調查 
請根據閣下對句子的同意程度，圈出相對的號碼。1 表示 „非常不同意‟， 7 表示 „非常
同意‟。 
  非常不同意      非常同意 
例: 我希望每一星期最少到健身室運動四次。  1 2 3 4 5 6 7  
 
 
 
(註：“定期的聲線治療”是指每兩星期接受最少一次由言語治療師提供的聲線治療。) 
 
  非常不同意      非常同意 
1. 我有意尋求定期的聲線治療。  1 2 3 4 5 6 7  
2. 我計劃尋求定期的聲線治療。  1 2 3 4 5 6 7  
3. 我希望尋求定期的聲線治療。  1 2 3 4 5 6 7  
4a. 我認為尋求定期的聲線治療有助改善我現時
的聲線問題。 
 1 2 3 4 5 6 7  
4b. 我認為改善我現時的聲線問題是重要的。  1 2 3 4 5 6 7  
5a. 我認為尋求定期的聲線治療將會增加我的自
信心。 
 1 2 3 4 5 6 7  
5b. 我認為增加自信心是重要的。  1 2 3 4 5 6 7  
6a. 我認為尋求定期的聲線治療將能令我成為一
位更稱職的老師。 
 1 2 3 4 5 6 7  
6b. 我認為成為一位更稱職的老師是重要的。  1 2 3 4 5 6 7  
7a. 我認為尋求定期的聲線治療將會提高我的工
作能力和效率。 
 1 2 3 4 5 6 7  
7b. 我認為提高我的工作能力和效率是重要的。  1 2 3 4 5 6 7  
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(註：“定期的聲線治療”是指每兩星期接受最少一次由言語治療師提供的聲線治療。) 
 
 
  非常不同意      非常同意 
8a. 我認為尋求定期的聲線治療將會提高我的晉
升機會。 
 1 2 3 4 5 6 7  
8b. 我認為提高我的晉升機會是重要的。  1 2 3 4 5 6 7  
9a. 我認為尋求定期的聲線治療，我將會工作得
更愉快。 
 1 2 3 4 5 6 7  
9b. 我認為工作得更愉快是重要的。  1 2 3 4 5 6 7  
10a. 我認為尋求定期的聲線治療將會改善我作教
師的形象。 
 1 2 3 4 5 6 7  
10b. 我認為改善我作教師的形象是重要的。  1 2 3 4 5 6 7  
11a. 我認為尋求定期的聲線治療將會改善我的社
交生活。 
 1 2 3 4 5 6 7  
11b. 我認為改善我的社交生活是重要的。  1 2 3 4 5 6 7  
12. 我認為尋求定期的聲線治療是值得的。  1 2 3 4 5 6 7  
13. 我認為尋求定期的聲線治療是重要的。  1 2 3 4 5 6 7  
14.  我認為尋求定期的聲線治療是有益的。  1 2 3 4 5 6 7  
15. 我認為尋求定期的聲線治療(將會)是享受的。  1 2 3 4 5 6 7  
16. 我認為尋求定期的聲線治療(將會)是滿意的。  1 2 3 4 5 6 7  
17. 我認為尋求定期的聲線治療(將會)是愉快的。  1 2 3 4 5 6 7  
18. 我所認識患有聲線問題的朋友，大部份都會
尋求定期的聲線治療。 
 1 2 3 4 5 6 7  
19. 我所認識患有聲線家人或親戚，大部份都會
尋求定期的聲線治療。 
 1 2 3 4 5 6 7  
20. 我所認識患有聲線問題的同事，大部份都會
尋求定期的聲線治療。 
 1 2 3 4 5 6 7  
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(註：“定期的聲線治療”是指每兩星期接受最少一次由言語治療師提供的聲線治療。) 
 
  非常不同意      非常同意 
21. 親戚朋友 (或對我來說重要的人) 不會反對我
尋求定期的聲線治療。  
 1 2 3 4 5 6 7  
22a. 親戚朋友 (或對我來說重要的人) 希望我尋求
定期的聲線治療。  
 1 2 3 4 5 6 7  
22b. 一般而言，我會做親戚朋友(或對我來說重要
的人) 希望我做的事。 
 1 2 3 4 5 6 7  
23 如果我想尋求定期的聲線治療，我認為自己
能完全地掌握控制權去作出這決定。 
 1 2 3 4 5 6 7  
24. 如果我想尋求定期的聲線治療，我會有機會
做到。 
 1 2 3 4 5 6 7  
25.  如果我想尋求定期的聲線治療，我會有能力
做到。  
 1 2 3 4 5 6 7  
26.  如果我有動力尋求定期的聲線治療，我會有
足夠的資源 (例如: 金錢，時間，有關聲線治
療的資訊) 做到。  
 1 2 3 4 5 6 7  
 
 
 
 
 
 35 
 
個人資料 (請你提供一些簡單的個人資料，此資料對問卷分析有極大貢
獻。請你放心，你提供的所有資料將會絕對保密。) 
 
姓名：                    
性別:       1. 男    2. 女-30 
年齡︰ 1. 20 或以下     2. 21-30   3. 31-40  
4. 41-50   5. 51-60   6. 61 或以上    
受僱狀況：  1 全職   2 代課                     
3. 兼職，主要從事的工作為____________________________（請填寫） 
每月收入： 1. 少於$20,000   2. $20,000 - 少於$30,000  
3. $30,000 - 少於$40,000 4. $40,000 - 少於$50,000    
5. 多於$50,000 
任教學校：           
所屬等級： 1. Band 1      2. Band 2      3. Band 3  (只適用於中學老師) 
主要任教班級：           
主要任教科目：            
婚姻狀況：  1 未婚  2 已婚    3 其他 
子女數目：    （如適用） 
電郵地址：         (方便日後寄回報告) 
聯絡電話：         (方便日後寄回報告) 
 
 
--------------------------謝謝您的參與------------------------------- 
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Appendix B: Voice Activity and Participation Profile (Cantonese version) 
 
Voice Activity and Participation Profile 
©  Estella Ma & Edwin Yiu, 1999. 
Department of Speech and Hearing Sciences 
The University of Hong Kong 
 
1. 你覺得你現時聲線問題的嚴重程度有多少？ 
 
           
0 1 2 3 4 5 6 7 8 9 10 
 
 
請回答以下問題，並在你認為適當的數字上圓圈劃上“X”，以表示受影響的程度。線的
左方，代表沒有受影響；線的右方，代表常常受到影響。 
 
聲線對工作的影響 
2. 你的聲線問題對你現時的工作有多少影響? 
3. 在過往半年內, 你有沒有因為聲線問題而考慮或嘗試轉工? 
4. 你有沒有因聲線問題而使工作壓力增加? 
5. 在過往半年內, 你的聲線問題有沒有影響你對未來職業的選擇? 
 
聲線對溝通的影響 
6. 別人有沒有因你聲線不清而要求你把說話重覆? 
7. 在過往半年內, 你有沒有因聲線問題而減少和別人說話? 
8. 在講電話時, 對方有沒有因你的聲線問題, 而不明白你的意思? 
9. 在過往半年內, 你有沒有因聲線問題而減少講電話? 
10. 在特別寧靜的環境下, 你有沒有因聲線問題而影響你與別人溝通? 
11. 在過往半年內, 你有沒有因聲線問題而避免在特別寧靜的環境下說話? 
12. 在噪雜的環境下, 你有沒有因聲線問題而影響你與別人溝通? 
13. 在過往半年內, 你有沒有因聲線問題而避免在噪雜的環境下說話? 
14. 你有沒有因聲線問題而影響你面對一大群人說話? 
非常嚴重 沒有 
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15. 在過往半年內, 你有沒有因聲線問題而避免對一大群人說話? 
16. 你有沒有因聲線問題而影響你表達意思? 
17. 在過往半年內, 你有沒有因聲線問題而避免說話? 
 
聲線對社交的影響 
18. 你有沒有因聲線問題而影響你參加社交活動? 
19. 在過往半年內, 你有沒有因聲線問題而減少或避免參與社交活動? 
20. 你有沒有因聲線問題而令你的家人, 朋友或同事感到煩擾? 
21. 在過往半年內, 你有沒有因你的聲線問題而減少與家人, 朋友或同事溝通? 
 
聲線對個人的影響 
22. 你有沒有因聲線問題而感到不快? 
23. 你有沒有因聲線問題而感到尷尬? 
24. 你有沒有因聲線問題而感到自卑? 
25. 你有沒有因聲線問題而感到憂慮? 
26. 你有沒有因聲線問題而感到不滿? 
27. 你有沒有因聲線問題而影響你的性格? 
28. 你有沒有因聲線問題而影響你的專業形象? 
